Staphylococcus aureus is part of the normal human flora. Its ecological niche is typically the anterior nares, although it can also be isolated from the skin, vagina, rectum, or perineum. Approximately 20% of humans are persistently colonized with S. aureus (children more than adults), 60% are intermittently colonized, and another 20% are rarely colonized.
To better define the epidemiological and microbiological features of CA MRSA, a retrospective review of all MRSA patients and isolates identified at 10 Minnesota hospitals during 1996 1998 was conducted. 3 The hospitals, selected to represent different geographic regions of Minnesota (4 in the Minneapolis-St. Paul metropolitan area, 6 in greater Minnesota), identified a total of 2,568 cases of MRSA during the 3-year period studied. Of these, 354 cases were classified as CA MRSA after a review of patient medical records. Patients who were colonized but not infected with CA-MRSA were not included in the study.
CA-MRSA patients were young (median age, 16 years), most had skin infections (89%), and most (76%) had no underlying medical conditions. Although most CA-MRSA patients were diagnosed and treated as outpatients, 29% of patients with CA-MRSA continued... Additional notes:
• Use quinolones, linezolid, daptomycin or quinupristin-dalfopristin (Q/D) only in consultation with an infectious disease specialist.
• If initial parenteral therapy, consider switching to oral therapy based on susceptibility results if the patient is afebrile for 24 hours, clinically improved, able to take oral therapy, and close follow-up is possible. For severe infections, consult with an infectious disease specialist.
• Duration of treatment for most skin and soft tissue infections is 7-10 days, but may vary depending on severity of infection and clinical response.
• Consider hospitalization for infants less than 1 month of age.
• Obtain blood cultures on febrile infants with skin infection, and others as clinically indicated.
infections were hospitalized, and 2 represent different geographic regions patients died due to their CA-MRSA of Minnesota; 6 were located in the infections.
Twin Cities 7-County Metropolitan Area and 6 were located in non-metropolitan More than 90% of the CA-MRSA Minnesota. Those hospital laboratories isolates were susceptible to all served both outpatient and inpatient antimicrobial agents, with the populations, and together the 12 exception of beta-lactams and sentinel hospital laboratories served erythromycin. Of those 334 patients approximately 16% of Minnesota's treated with an antimicrobial, 84%
population. The objectives of the were initially treated with an surveillance were to characterize antimicrobial to which their isolates epidemiological differences between were non-susceptible. Isolates of patients with CA-and HA-MRSA MRSA that differed from a reference infections and microbiologic and/or strain (MR14, the most common CAmolecular differences between CA MRSA strain) by 6 bands or fewer were and HA-MRSA isolates. characterized as belonging to a single clonal group. Of those CA-MRSA isolates from sentinel site laboratories required to do population-based were sent to the MDH Public Health surveillance in Minnesota (~10,000
Laboratory. All available CA-MRSA MRSA cases/year) precluded the isolates were tested, and 25% of HApossibility of population-based MRSA isolates from each site were surveillance. Therefore, 12 sentinel randomly selected for testing. Isolates hospital laboratories were selected to were confirmed as S. aureus, and • Cover all wounds. If a wound cannot be covered adequately, consider excluding players with potentially infectious skin lesions from practice or competitions until the lesions are healed or can be covered adequately.
• Encourage good hygiene, including showering and washing with soap after all practices and competitions.
• Ensure availability of adequate soap and hot water.
• Discourage sharing of towels and personal items (e.g., clothing or equipment).
• Establish routine cleaning schedules for shared equipment.
• Train athletes and coaches in first aid for wounds and recognition of wounds that are potentially infected.
• Encourage athletes to report skin lesions to coaches and encourage coaches to assess athletes regularly for skin lesions. Figure 2 .
It is critical that all abscesses are drained promptly and that material from purulent lesions is sent for culture and susceptibility testing. D-testing should be conducted for erythromycinresistant, clindamycin-susceptible isolates.
In previously healthy patients with small (< 5 cm) abscesses and no systemic signs of infection, incision and drainage without antimicrobial therapy is effective in many patients. 8 In previously healthy patients with systemic signs of infection, antimicrobial therapy in addition to prompt drainage is indicated. Discharge instructions should emphasize the need for a return visit if no clinical improvement occurs within 48 hours.
Patients with suspected severe S. aureus infection should be hospitalized and empiric antimicrobial therapy for CA-MRSA should be initiated promptly in areas where CA-MRSA is known to be prevalent.
Patients should also be instructed to cover lesions with clean, dry bandages; to keep their skin clean and intact; and to clean their hands frequently with soap and water or an alcohol-based hand rub. In addition, patients should be instructed not to share personal items such as razors, towels, washcloths, clothing, or sports equipment with others. (Table 3 
National Handwashing Awareness Week, December 5-11, 2004
During handwashing week, it is important for healthcare workers to know that alcohol-based hand rubs replaced soap and water as the leading recommended tool for hand antisepsis in the 2002 revision of CDC's "Guideline for Hand Hygiene in Health-Care Settings." Alcohol-based hand rubs have been found to be more effective than handwashing with plain or antimicrobial soaps and can be used as long as hands are not visibly soiled. Alcohol-based hand rubs also have the following additional advantages.
• They are less time-consuming than handwashing.
• They are more easily accessible than soap and water because their use does not require sinks and plumbing.
• They are more easily tolerated because they are typically less irritating to the hands than soap and water.
• They do not promote antimicrobial resistance. The full guideline can be accessed online at: www.cdc.gov/handhygiene. The AAP is a tool to help patients and healthcare providers manage and prevent asthma symptoms; it also offers information that is crucial for those who care for or have contact with patients. The National Heart, Lung, and Blood Institute (NHLBI) recommends written AAPs for everyone with asthma. 1 Minnesota's strategic plan for addressing asthma calls for written AAPs for all pediatric and adult patients who have persistent asthma (levels 2-4); it also recommends that Minnesota providers follow the NHLBI guidelines when treating asthma. 2 The software for the interactive AAP uses symptom information supplied by the healthcare provider to determine the severity level of the patient's asthma: (1) mild intermittent, (2) mild persistent, (3) moderate persistent, or (4) severe persistent. The program then presents appropriate disease management choices for the identified severity level. The downloadable version allows providers to save individualized AAPs and patient data on a personal computer, and it offers the user the ability to access the same AAPs via their local intranet while maintaining confidentiality. Intranet network installation of the software is useful for providers who travel to multiple clinic sites or who share AAPs and pharmaceutical information with other providers within the same intranet network.
Asthma and the Interactive Asthma Plan-An Update
The final AAP can be printed in English and/or Spanish. The software also enables the provider to create and print a prescription for the selected prescribed asthma medications. By selecting "All Medications" (rather than a specific health plan) from the health plan box, the AAP can be used in any state in the United States. The software also provides space for a clinic or health plan to insert its own logo or other identifying information and to enter multiple healthcare providers' names and numbers onto the same database.
In a series of asthma trainings for school personnel throughout Minnesota this fall, the interactive AAP has been introduced to more than 400 school nurses and other school health staff. They received a comprehensive manual, Managing Asthma in Minnesota Schools: A Comprehensive Resource and Training Manual for School Personnel, 3 which can be viewed online. (See link in references below.) The "All Health Staff" section of this manual contains much of the information that is presented at the trainings.
School health personnel are being encouraged to have more contact with physicians and others who treat school-aged children with asthma. Schools are also encouraged to seek written AAPs for their students with asthma. School nurses may be sending home to parents samples of the interactive AAP form. If you receive an AAP form from a parent or school health office, please go to www.mnasthma.org/AAP/, complete an AAP for the student, and print multiple copies, including at least 1 for the parents and 1 for the school.
The desktop/downloadable interactive AAP is also available on a CD. If you would like to receive a CD with the AAP software, or provide any feedback on the AAP, please contact MDH at susan.ross@health.state.mn.us or at 612-676-5629. For other information or to provide educational information to your patients regarding asthma, please visit the MDH asthma Web site at www.health.state.mn.us/divs/hpcd/ cdee/asthma. *Development of the AAP was supported by Grant/Cooperative Agreement #U59/CCU522470 from the Centers for Disease Control and Prevention (CDC). 
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Not Just an Urban Disease
Although HIV infection is more common in areas with higher popula tion densities and greater poverty, HIV or AIDS has been diagnosed in more than 80% of Minnesota's counties. Figure 2 shows the increasing number of Minnesota residents living with HIV/ AIDS over time who originate from other regions of the world. Significant barriers to providing effective HIV prevention and access to services exist for immigrants to Minnesota. This population, unlike the general U.S. population, has not been exposed to 20 years of HIV education and prevention messages and often has difficulty understanding and accessing the U.S. healthcare system. Myths, denial, and intense stigma around HIV coupled with language barriers and sometimes traumatic personal histo ries are daunting impediments to open discussions with patients about HIV and sexual health. A resource for clinicians interested in providing culturally sensitive health care can be found at the end of this article.
Resurgence of HIV Among MSM?
Recent outbreaks of syphilis among MSM in many U.S. cities, including Minneapolis, and data documenting an increase in risk behaviors among MSM in some cities have raised concerns that HIV may be expanding in this population once again. In Minnesota, 44% of the 68 MSM diagnosed with syphilis in 2003 were also coinfected with HIV. The Centers for Disease Control and Prevention (CDC) identifies multiple factors that may be at play in a possible resurgence: the difficulty of maintaining over time the behavior change initiated by many MSM during the 1980s and 1990s; overconfidence in HIV drugs without concern for toxicities; lack of direct experience by most young MSM with HIV/AIDS; substance use; and, particularly for minority communities, racism, stigma, and less access to services.
It is not clear if MSM who are infected with syphilis are engaging in behaviors that put their partners at risk for HIV infection. Anecdotal reports indicate that there are many men who are adopting strategies that reduce the risk of HIV transmission, but such strate gies may not be as effective in protecting them form other sexually transmitted infections, such as syphilis. To date, there has been no significant increase in HIV diagnoses among MSM in any of the cities reporting syphilis outbreaks. However, concern remains high, and diligence in prevention, screening, and treatment in this population is critical.
Success Stories
In the early 1980s, thousands of hemophiliacs in the United States were infected with HIV through the blood supply. Since the advent of blood bank screening for HIV in 1985, HIV cases resulting from the receipt of blood or blood products have diminished significantly; the current risk of HIV transmission from the blood supply is 1:4,000,000. 4 In 1992, more than 900 children in the United States were diagnosed with AIDS as a result of perinatal HIV transmission (during pregnancy, labor, delivery, and/or breastfeeding); 25% to 30% of infants born to untreated HIVinfected women during that year become infected. 5 Despite this success, challenges remain. Of the 11 perinatal infections in Minnesota since 1996 more than half (n=6) occurred among foreign-born mothers resulting in a rate of transmis sion during the period 1996-2003 more than 5 times that of white, U.S.-born women (11% vs. 2%). Evidence demonstrates that efforts are needed to improve both the acceptability of prenatal HIV testing among foreignborn pregnant women for whom stigma, language, and denial are significant barriers and to ensure universal offering of prenatal HIV testing. A random sample of Twin Cities Metropolitan Area medical charts of delivering women during 1998-1999 indicated that in only 62% of cases was a prenatal HIV test performed. 6 MDH supports the CDC recommenda tion 7 that voluntary HIV testing be included with the standard battery of prenatal tests (voluntary because women have the opportunity to decline, or opt out of, the test).
The Clinician's Role
Healthcare providers are encouraged to discuss sexual health issues with their patients and to consider routine HIV and STD screening of their sexually active patients. Healthcare providers play an integral role in public health by reporting disease to the MDH. HIV infection, AIDS, chlamydia, gonorrhea, and syphilis are all condi tions reportable to the MDH. Data collected from healthcare providers are summarized and used to help educate, target prevention efforts, plan for services, and develop policy. Thank you for your assistance with this important public health activity! 
How to Receive an E-mail Notification When the Newest Disease Control Newsletter is Available on the Internet
